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 Abstract  
 Compared to telehealth delivery of interventions for physical health issues, the 
implementation of evidence-based psychosocial interventions using technology has less support. 
Video-conference delivery (VCD) has the potential to increase accessibility to effective 
treatments, although its use remains limited and understudied. This study employed a mixed 
methods approach in surveying mental health practitioners about their attitudes regarding the use 
of video-conference methods to deliver evidence-based interventions. One hundred and eleven 
practitioners were sampled from several national and regional practice organizations and 
administered quantitative surveys about their use of and attitudes towards VCD of evidence-
based interventions. The relationship between clinician-level technology access, experience, and 
training with technology fluency and acceptability of using VCD was examined. A subset (n = 
20) of respondents were then selected for qualitative interviews to further investigate 
accessibility, appropriateness, and feasibility of delivering evidence-based interventions via 
video conference.  The results of this study have important implications for telemental health 
dissemination efforts which seek to extend services to underserved populations.  
 Keywords: telemental health, telepsychology, video conference, evidence-based 
interventions, implementation 
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Introduction 
 The reach of impact of mental health disorders extends to millions of Americans (Roberts 
et al., 2008), including 1 in 5 children (Merikangas et al, 2010). A number of evidenced-based 
interventions (EBIs) exist to treat mental disorders, although gaps in accessibility to these 
interventions maintain disparities for underserved populations. With the ability to reach a 
broader range of individuals than with traditional clinic-based, in-person methods, the use of 
video-conference technologies to deliver EBIs is a promising avenue to consider. However, with 
the myriad of technologies available, little is known about what methods are being used, whether 
practitioners find technologies useful, and whether barriers exist to their implementation. The 
proposed study seeks to answer the questions left by this gap in the literature.  
1. Mental health disparities  
Mental health disorders are associated with various adverse health outcomes (Phelan,  
Stradins, & Morrison, 2001), including behaviors such as substance abuse and smoking 
(Mäkikyrö et al., 1998), as well as educational and employment challenges for youths who 
experience mental illness in adolescence (Fergusson & Woodward, 2002). Mental health 
disorders are also often linked to the perpetuation of cycles of poverty (Mills, 2015). 
Additionally, there is an overrepresentation of children and families experiencing barriers to 
accessing treatment for mental health problems (Alegria et al., 2002; Cook, McGuire, & 
Miranda, 2007; Wells, Klap, Koike, & Sherbourne, 2001). Although barriers to service 
utilization have been the major foci of research in countries with rural populations (Lam et al., 
2015; Murray, Ainslie, Alpough, Schramm, & Showalter, 2015; Mwale & Mselle, 2017), 
research that seeks to provide evidence for systemic improvement in rural mental healthcare in 
the United States is limited. Some recent investigations into such barriers have found that high 
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costs, lack of insurance coverage or transportation, and incongruity of service provision hours 
with individuals’ work schedules are among some of the most common (Dopp, Wolkowicz, 
Mapes, & Feldner, 2017; Kazdin & Blase, 2011; Stamm, Lambert, Piland, & Speck, 2007). 
Because of the underemployment of low socioeconomic status (SES) and racial/ethnic minority 
individuals, missing work for a medical appointment is common (Weingarten, Meyer, & 
Schneid, 1997). There can also be more consequences than for those with more highly-skilled 
jobs, for example, missing work without the benefit of paid leave creates a decrease in wages for 
the individual. This dilemma forces individuals to make a very difficult choice between loss of 
wages and receiving treatment for what might be impairing symptoms (Fiscella & Williams, 
2004; Adler & Snibbe, 2003). Caregivers of children with behavioral problems also must choose 
between bringing their children in for treatment and missing work (Brennan & Brannan, 2005). 
These disparities contribute to the continuation of resource inequalities between social classes in 
the United States. If equal access to healthcare and EBIs for the treatment of mental health 
disorders were made possible for underserved populations, implications for the systemic 
improvement of conditions for those struggling could be profound.  
2. The potential of telemental health to reduce disparities  
Telemental health approaches have the potential to increase accessibility to effective 
treatments, especially for those in minority, low SES, rural, and other underserved populations. 
Telemental health includes the use of telephones, computers, internet websites, and mobile 
phone applications in health services. The use of telemental health in the treatment of children 
and families has been widely supported (Calear & Christensen, 2010; Funderbunk, Ware, 
Altshuler, & Chaffin, 2008; Jones et al., 2017; Vismara, McCormick, Young, Nadhan, & 
Monlux, 2013). The accessibility, use, and ease of computer and internet technologies has 
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improved exponentially in recent decades, catalyzing the potential for underserved populations to 
benefit from EBIs offered through technological modalities. Remote-delivery of EBIs in real-
time has the potential to match the outcomes seen for traditional clinic-based approaches to 
delivery (Barak, Hen, Boniel-Nissim, & Shapira, 2008; Backhaus et al., 2012), while also 
offering the potential to reach an increased number of individuals who would otherwise not have 
access to such care. Video-conference delivery (VCD) of EBIs has been found to not only be 
effective but also acceptable to clients requiring behavioral health services, even in rural 
populations with rising rates of social media use (Reed, Messler, Coombs, & Quevillon, 2014). 
These approaches therefore provide a potential solution to address the disparity of available 
treatments for underserved populations.  
Outside the realm of mental health, telehealth approaches are becoming widely-used with 
evidence to support their efficacy (Cox et al., 2017; Hailey, Roine, & Ohinmaa, 2002), even over 
traditional, in-person interventions (Mansberger et al., 2013; Vadheim et al., 2010). Research on 
the feasibility and acceptability of telehealth with physicians suggests that healthcare 
professionals’ attitudes towards technology differ from results from research on general users of 
technology, given that clinicians are likely to make pragmatic and independent decisions about 
when telemedicine approaches are appropriate for patients (Chau & Hu, 2002; Hu, Chau, Sheng, 
& Tam, 1999). While mental health interventions also have the potential to match the outcomes 
seen for physical health interventions via telehealth systems, these approaches are underutilized 
and not widely accepted by community clinicians (Wells et al., 2007).  
Although telemental health has been found to be just as effective as in-person therapy 
(Barak et al., 2008), there is a lack of research in support of it. With an increased need to reach 
rural communities, a large-scale review of research on telemental health has been published in 
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Canada and found evidence for the success of telemental health across a range of clinical 
presentations including child psychiatry, adult mood disorders, posttraumatic stress disorder, 
schizophrenia, and substance abuse (Hailey, Roine, & Ohinmaa, 2008). They also found that 
therapies which involve exposure and response prevention (a well-supported EBI) to have less 
convincing evidence when delivered via telemental health approaches. This finding illustrates 
that increased use of telemental health does not necessarily mean increased accessibility of EBIs. 
With a lack of additional conclusive evidence, the investigators called for additional research to 
determine the effectiveness for the majority of studies reviewed.  
Reviews of telemental health in the United Kingdom and the United States have been 
disorder-specific (Amstadter, Broman-Fulks, Zinzow, Ruggiero, & Cercone, 2009; Copeland & 
Martin, 2004; Kessler et al., 2009; Zhao, Lustria, & Hendrickse, 2017), have focused on specific 
populations (Benton, Heesacker, Snowden, & Lee, 2016; Brief, Rubin, Enggasser, Roy, & 
Keane, 2011; Reyes-Portillo, 2014), or have been treatment specific (Spates et al., 2016). Despite 
providing evidence to support the implementation of telemental health in a range of clinical 
settings, from university training sites to community clinics, little research has focused on 
universal, cross-cutting approaches or strategies which optimize telemental health adoption. 
3. Advantages of VCD for EBIs Advantages of VCD for EBIs  
EBIs designed for face-to-face delivery have been translated from “in-person” to VCD 
relatively easily without the need for supplementary materials (Barak et al., 2008). This contrasts 
to computer- and mobile application-delivered interventions which require extensive product 
development and testing. VCD of already empirically-validated EBIs may therefore be more 
feasible and affordable when compared to these interventions being delivered through other 
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technologies which lack the face-to-face component (Davalos, French, Burdick, & Simmons, 
2009; Grady, 2002). 
Among EBIs that could improve conditions for underserved populations, cognitive-
behavioral approaches often have the greatest research support. These approaches allow 
individuals with mental health disorders to connect their thoughts and feelings to behavioral 
patterns while offering strategies to alter patterns and learn to cope more effectively when 
problems arise (Ledley, Marx, & Heimberg, 2011). Cognitive-behavioral therapy (CBT) 
delivered via video-conference has been supported for depression (Kessler et al., 2009, 
Johansson et al., 2012, Wiliams et al., 2013), panic disorder (Bouchard et al., 2004, Bergström et 
al., 2010), obsessive-compulsive disorder (Himle et al., 2006; Andersson et al., 2012) eating 
disorders (Bakke, Mitchell, Wonderlich, & Erickson, 2001; Mitchell et al., 2008), and 
posttraumatic stress disorder (Frueh et al., 2007; Germain, Marchand, Bouchard, Drouin, & 
Guay, 2009).  
Despite the effectiveness of EBIs, there is a disparity between the rate and impact of 
mental health disorders in the United States and the availability of treatments to ameliorate 
conditions, as most individuals who suffer from a mental disorder are not receiving treatment 
(Kazdin & Blase, 2011), especially for underserved populations. A quarter of Americans will 
experience mental illness at some point in their lives, although a third of these individuals do not 
seek help from a professional (Roberts et al., 2008). Because of its ability to be delivered in a 
cost-effective way without much adaptation, VCD of EBIs may be especially suited to address 
these health disparities among communities in need. Clinical populations of children and 
families may uniquely benefit from telemental health treatment due to the barriers faced by this 
minority when seeking intensive treatment, for example, time, transportation, and child care for 
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siblings (Myers et al., 2017). With higher technology proficiency than generations born before 
them, youth may be an especially good fit for VCD. Rural communities may also benefit from 
telemental health systems, yet it is unclear how many clinicians are using it to reach rural clients 
or whether the infrastructural support exists for VCD implementation in those communities. 
In order to better understand the existing literature on VCD, one review examined the 
types of studies that have been published on this mode of psychotherapy delivery (Backhaus et 
al., 2012). Less than 70 peer-reviewed articles were found which covered psychotherapy 
delivered via video-conference, although none focused exclusively on VCD of EBIs. Results of 
the review demonstrate the effectiveness of VCD psychotherapy across disorders, most 
commonly trauma disorders. In terms of feasibility, many studies noted that substantial changes 
were not required in order for VCD of psychotherapy, although feasibility was measured in less 
than half of studies. Future research should seek to define access and feasibility of EBIs more 
thoroughly. While this review indicated that telemental health approaches facilitated improved 
outcomes and provided important insights about telemental health, specific use of and barriers to 
the use of these approaches among community clinicians remains unknown. Moreover, less than 
10% of the studies included in the review focused on children and adolescents, underscoring the 
lack of attention to VCD for youth-focused interventions (see also American Telemedicine 
Association, 2017). 
4. VCD utilization and potential determinants of their use  
VCD of EBIs may have the potential to expand the amount of individuals living in rural 
areas who are able to receive evidence-based interventions, yet little is known about how well 
these treatments have been disseminated and implemented in rural communities. Understanding 
barriers and clinician attitudes about telemental health implementation may provide insight for 
dissemination of VCD of EBIs. As end-users of telemental health tools, provider attitudes and 
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interests towards using technology are an important consideration. Mixed (i.e., qualitative and 
quantitative) method studies have facilitated the evaluation of new technologies in the extant 
research. These approaches have allowed for the exploration of use, acceptability, and feasibility 
of VCD interventions while also unveiling the nuances of molding and formatting existing EBIs 
into interventions which are effective via VCD. However, these studies have also revealed how 
much is still unknown about the implementation of EBIs via VCD.  
In an effort to explore provider use and attitudes towards use of technology in treatment, 
research conducted in Canada identified that mental health workers have an overall positive 
attitude towards the use of telemental health strategies, especially for clients in rural locations 
(Simms, Gibson, & O’Donnell, 2011). Using both quantitative and qualitative approaches, the 
authors surveyed 160 mental health workers with an online questionnaire and conducted in-
person interviews with 25 mental health workers in rural and Operational Stress Injury (OSI) 
clinics. In general, clinicians reported using technology with clients once per year or never 
(60%). Training in telemental health, years of experience, and perceived ease of use of 
technology were among the top predictors of more frequent use of telemental health strategies. 
Interestingly, common concerns about appropriateness were around a client's skill set, severity, 
and nature of the presenting concern. In addition to clinical concerns, one clinician spoke to the 
novelty of new technology and how this may make individuals feel shy and not confident about 
using it. Several interviewees stated that older client age would also be a factor that complicated 
technology use, especially with veterans. Finally, trust was also a theme identified across 
interviews, specifically not being able to see everything in the room in which the clinician was 
delivering therapy. The aforementioned study and prior research have focused on addressing 
nonspecific factors in telemental health delivery, as opposed to protocol-specific EBI delivery. 
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Taken together, these results provide some interesting considerations that, if addressed, may 
facilitate uptake and use of telemental health technology among clinicians working with rural 
and remote populations. 
A national sample of mental health clinicians was utilized for the first study in the United 
States that explored clinician access to and fluency with computers, clinician attitudes towards 
using technology for therapy, and clinician-level barriers to using computer-assisted therapies in 
clinical treatment (Becker & Jensen-Doss, 2013). The investigators found that lack of access to 
technology was of particular concern for clinicians in private practice; however, lack of self-
reported computer fluency was not different in private practice when compared to community, 
hospital, or university practice settings. Results from measures of attitudes towards telemental 
health implementation indicated that clinicians were neutral to positive about their comfort and 
efficacy with technology but also reported that using computers would interfere in therapy, 
potentially with rapport, which would negatively affect client outcomes. Fewer practical barriers 
predicted more positive attitudes, while less positive attitudes were predicted by lower general 
openness. The authors concluded that computer-assisted therapies may help increase fidelity to 
EBIs; however, computer-assisted therapies may not increase the use of EBIs because those who 
were most likely to use these therapies were already participating in evidence-based practice.  
Becker and Jensen-Doss (2013) also asked their sample about access to specific 
technologies and found that 26.4% of the total sample had access to a webcam while 17.7% had 
access to video conferencing equipment. Availability and access to equipment may change 
rapidly in healthcare settings with the advent of new technologies. This data is still promising as 
they demonstrate the acceptability and feasibility of using computers in clinical practice. 
Additional research which focuses on EBIs and examines the appropriateness of utilizing VCD 
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among community clinicians is needed to advance knowledge in this area, particularly among 
clinicians who provide services to rural and minority populations as well as youth and families.  
Low rates of utilization of telemental health approaches have been found among 
clinicians, despite evidence for their efficacy (Wells et al., 2007). To understand use of remote 
clinical service delivery among practitioners, an investigation by Gershkovich and colleagues 
(2016) surveyed behavioral health professionals. Using an online survey, the authors addressed 
the comparison of therapists who did and did not use telemental health approaches and their 
understanding of the fiscal and legal issues related to remote service delivery. Contrary to 
previous findings, results indicated that a large majority of clinicians surveyed did use telemental 
health approaches (72%), despite high representation of individuals in private practice (25%). 
Most relevant to the current proposal, it was found that 44% of surveyed clinicians reported 
utilizing videoconferencing alone as a method of treatment delivery. This rate of utilization 
suggests that many more clinicians than previously thought may be delivering EBIs via video-
conference, warranting additional research which surveys populations of practitioners. 
A recent investigation of mental health provider use of, attitudes towards, and interests in 
computer and web-based technologies for clinical treatment used a “qual-QUANT” approach 
(Schueller, Washburn, Price, 2016) in which they first conducted a qualitative study with a small 
sample and used the results to inform a second quantitative study with a larger sample. By first 
interviewing a small group of mental health outpatient clinicians (N = 15), they identified four 
key themes expressed by participants: treatment challenges, treatment delivery tools, mobile 
application access, and application use in therapy. In terms of application use in therapy, 66% of 
the sample reported the concern that if an application was difficult to use it would interfere with 
treatment or would increase clinicians' workloads. Clinicians also expressed concerns about the 
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empirical support available for tools under consideration (53%). In the second phase of this 
investigation in which a quantitative survey was given to a larger group of mental healthcare 
providers (N = 132), results found that 81% of surveyed clinicians recommended both internet 
sites and mobile applications to their clients. When asked about reasons for not using 
applications or internet sites in their practices, the primary concern raised by clinicians was the 
preference for in-person contact only (47%). The authors discussed how computer- and mobile 
application-delivered (mobile “app”) interventions hold promise for improving treatment 
accessibility, thus reducing health disparities. In addition to the potential benefits of telemental 
health, the results suggested some future directions for research examining usability and 
acceptability by clinicians.  Of note, implications of the study results are limited to computer- 
and mobile app-based interventions which inherently involve limited to no clinician contact. 
Also, interventions were primarily self-administered. Because EBIs involve direct interaction 
with a clinician and the development of a therapeutic relationship, these results may therefore not 
generalize to VCD of EBIs.  
5. The current study  
Because VCD requires a higher level of practitioner involvement than with other 
telemental health methods (e.g., computer-based, therapist-assisted interventions), clinicians’ 
views on use of, accessibility to, and feasibility of telemental health are especially important to 
consider. While there is also evidence for delivery of pharmacologic interventions via 
telepsychiatry, the current study focused on psychosocial interventions delivered by non-
psychiatric clinicians, as pharmacologic interventions have a number of important differences 
from psychosocial interventions (e.g., the former frequently involves professional-to-
professional consultation) and thus are beyond the scope of this study. Therefore, the current 
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investigation focused on VCD of psychosocial interventions as opposed to digital therapies, 
telepsychiatry, or tele-assessment. Additional foci of this study included (1) whether clinicians 
make modifications to existing treatment models for VCD as well as (2) potential factors which 
are relevant for the treatment of children and families. These factors include engagement and 
attrition (Damashek, Doughty, Ware, & Silovsky, 2011; Ingoldsby, 2010), technological literacy 
(Bunz, 2004), safety concerns (Schueller, Washburn, & Price, 2016), comfort with technology in 
treatment (Becker & Jensen-Doss, 2013), and the ability to receive treatment at home where 
problem behaviors often occur. This investigation sought to over-recruit clinicians who provide 
services to children and families to address the issues unique to understanding telemental health 
interventions in this population. Some tenuous evidence has been provided for the relationship 
between theoretical orientation or practice setting and technology fluency and acceptability 
(Becker & Jensen-Doss, 2013) and these relations were explored in the current investigation.  
The specific aims of this study were as follows: 1) examine the frequency and predictors 
(e.g., demographics such as training, years of experience, technology access, practice setting, and 
orientation) of attitudes towards the use of VCD for EBIs; 2) examine the frequency and 
predictors (e.g., attitudes towards evidence-based practice; computer fluency, comfort, and 
efficacy) of use of VCD for EBIs, including an adaptations that have been made to the EBI to 
deliver it via video-conference; 3) explore practitioner perspectives regarding VCD of EBIs in 
their professional experiences; and 4) examine the aforementioned frequencies, predictors, and 
practitioner perspectives separately for clinicians who primarily serve adults versus children. The 
primary hypotheses therefore include: 1a) having access to technology and training in telemental 
health strategies will correlate with increased technology fluency and increased acceptability of 
conducting therapy via telecommunication, 1b) increased clinician years of experience will 
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correlate with decreased technology fluency and decreased acceptability of conducting therapy 
via VCD; 2) themes related to adaptation of  EBIs for VCD which are identified from qualitative 
interviews will inform understanding of the frequency of adaptations reported by the quantitative 
survey, and 3) clinicians will have diverse and varied responses about how they are approaching 
the delivery of EBIs via VCD. 
Method 
The current investigation addressed the aforementioned specific aims in two major steps. 
First, by developing an exploratory survey, quantitative data about adoption of and barriers to 
implementing EBIs via VCD was collected. Following the initial review of responses, a subset of 
respondents was recruited for qualitative interviews. Institutional Review Board approval was 
granted for the project as well as internal funding for participant compensation. 
1. Participants  
To obtain a diverse group of clinicians, recruitment used both purposive and snowball 
sampling methods (Teddlie, 2007). Purposively, clinicians (i.e., clinical and counseling 
psychologists, clinical social workers, marriage and family therapists) were identified through 
various national practice and professional organizations (as described more under Procedures). 
These clinicians were considered “early adopters” of VCD, as defined by Rogers (2003) as 
individuals who are likely to hold leadership roles and to whom others go for advice or 
information about a new innovation, therefore whose attitudes towards innovations are important 
determinants of their uptake. Practitioners who predominantly work with children and 
adolescents were oversampled so that 18% of the sample is represented by this type of 
practitioner. Participants from a wide variety of professional backgrounds (e.g., psychology, 
social work, counseling) and levels of training (e.g., master’s, PsyD, PhD), including 
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professionals from organizations that emphasize use of EBIs (i.e., Association for Behavioral 
and Cognitive Therapies, Anxiety and Depression Association of America), were recruited. 
Upon completion of the survey portion of the study, participants were asked to nominate up to 
five colleagues who may be interested in participating, including nominees’ email addresses. 
These individuals were then invited to participate, therefore yielding snowball sampling as part 
of the recruitment process. Interview participants were then randomly selected from those survey 
respondents who agreed to be contacted, with random selection stratified by demographic 
characteristics. Twenty clinicians from the total sample participated in interviews over the phone 
or a web-based platform. 
2. Procedures 
Purposive recruitment began with an email advertisement with the link to the quantitative 
survey. This email was sent to the Listservs of several national professional practice 
organizations (i.e., Association for Behavioral and Cognitive Therapies, Anxiety and Depression 
Association of America), as well as private practitioners and agencies identified with Psychology 
Today’s therapist directory. Therapist lists were identified by state and then the filter “Video 
Counseling” was applied to narrow the search.  Therapists with an easily located email address 
were sent the recruitment email. Individuals who followed the link could provide electronic 
informed consent, attest that they met study eligibility criteria (i.e., licensed mental health 
provider, used VCD for service delivery in the past 12 months), complete the survey, and 
indicate whether they were willing to be contacted for a follow-up interview. Responses were 
collected via secure, anonymous data collection software (i.e., Qualtrics) and were continuously 
monitored to ensure proper automation of data collection. Participants could leave and return to 
finish the survey; therefore, the range for survey completion was between 5 minutes and 96 
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hours. The modal time to complete the survey was 14 minutes. After completing the survey, 
clinicians were redirected to an external survey which allowed them to choose whether they 
would like to provide their email address to be entered into a raffle to receive a $20 electronic 
gift card to their vendor of choice (via TangoCard); each respondent having a 4% chance of 
being selected for a gift card.  
Selected participants were contacted to arrange a remote interview via secure web 
conferencing software (i.e., Cisco WebEx). Interview participants were able to choose whether to 
participate in the interview via phone or web-conference (without video) depending on their 
preference. Verbal informed consent from each participant was obtained before beginning the 
interview which lasted 31 minutes on average (SD = 10.33). Each participant received a $25 
electronic gift card (via TangoCard) for their time. Interviews were audio-recorded and 
transcribed by two trained undergraduate research assistants (then reviewed by the present 
author) for later analysis. 
3. Measures 
Copies of measures are available for review in the Appendix. All measures except for the 
qualitative interview guide were collected through the aforementioned Qualtrics survey. 
Predictors  
Access. A demographic questionnaire based upon that in Becker and Jensen-Doss (2013) 
was modified for the current investigation and administered to evaluate predictors (e.g., training, 
orientation, practice setting, years of experience) of clinician use of and access to different kinds 
of VCD technology. Practitioners were asked (yes/no) about the availability of support and 
resources necessary for telemental health service delivery (i.e., stable internet connection, 
computer with video camera, technical support personnel) and their frequency of use of 
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telemental health strategies (i.e., voice calls, text messaging, email, VCD) on a five point Likert 
scale from 0 (never) to 4  (always).  
Computer-Email-Web Fluency Scale (CEW). The 21-item CEW was developed to assess 
an individual’s ability to perform basic computing functions necessary for checking email and 
using an internet browser (Bunz, 2004). Individuals are asked dichotomous (yes or no) questions 
about whether they can carry out various activities using a computer, computer applications, and 
the internet. Internal consistency of the CEW is good with Cronbach’s α ranging from .82-.89 for 
the four subscales (computer fluency, email fluency, web navigation, and web editing). Factor 
analysis of the CEW confirmed the 4-factor structure contributed to over 67% of the total 
variance in scores (Bunz, 2004). An additional question was posed to clinicians about their 
fluency with using a web-camera. Reliability analyses for the current study revealed α = .83.  
 Computer-Assisted Therapy Attitudes Scale (CATAS). The CATAS is an 8-item self-
report questionnaire which has a two-factor structure measuring (1) Efficacy, or belief in self-
efficacy with technology, and (2) Comfort with using technology (Becker & Jensen-Doss, 2013). 
In the original study in which the CATAS was developed, the fair to good internal consistency 
was demonstrated by the Comfort subscale (α = .59) and Efficacy subscale (α = .84), 
respectively. Minor modifications were made to the questionnaire items in the present study to 
make them more appropriate for professionals who already engage in VCD (e.g., “If given the 
opportunity and training, I like to use computers in therapy” instead of “I would like to”). 
Reliability analyses for the current study revealed α = .79 for the overall scale, α = .70 for the 
Comfort subscale and α = .57 for the Efficacy subscale.  
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Outcomes 
Evidence-Based Practice Attitudes Scale (EBPAS). The 15-item Evidence-Based Practice 
Attitudes Scale (EBPAS; Aarons, 2004) was developed to assess clinicians’ attitudes towards 
using treatment manuals, empirically supported interventions, and evidenced-based treatments 
on a five-point Likert scale from 0 (not at all) to 4 (to a very great extent). It produces four 
subscales: Requirements, Appeal, Openness, and Divergence. The Requirements scale measures 
whether a clinician might use a new intervention if it was an agency or state requirement. Appeal 
measures whether a provider would utilize a new treatment if it makes intuitive sense or if 
colleagues approve of it. Openness is general willingness to use new treatment types while 
Divergence measures to what extent the clinician does not find empirically-supported treatments 
important or useful. Ecological validity of the EBPAS has been supported by the diverse 
disciplinary (i.e., social work, marriage and family therapy, psychology, psychiatry) and 
educational backgrounds (i.e., some college/graduate work and complete 
college/Master's/PhD/MD) of providers in the original sample (Aarons, 2004). Content validity 
for the EBPAS was initially established through literature review and consultation with both 
clinical and research professionals in mental health. A follow-up study of the psychometric 
properties of EBPAS was conducted to provide additional evidence of content validity (Aarons 
et al., 2010). Factor structure and norms were based on a sample of 1,089 mental health 
providers across 100 agencies in 26 states. A confirmatory factor analysis revealed a second-
factor model (r = .74). The factor structure of these subscales and the overall EBPAS factor 
structure support its reliability (Aarons, McDonald, Sheehan, & Walrath-Greene, 2007). Scores 
on the EBPAS have been found to be inversely related to practitioner age and years of 
experience. Reliability analyses for the current study revealed α = .77 for the Openness subscale, 
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α = .67 for the Divergence subscale, α = .77 for the Appeal subscale, and α = .94 for the 
Requirements subscale. 
 Acceptability of Intervention Measure (AIM), Intervention Appropriateness Measure 
(IAM), and Feasibility of Intervention Measure (FIM). This collection of three pragmatic 
measures (with four questions each) can be tailored to a specific intervention. They ask about the 
intervention’s relative acceptability, appropriateness, and feasibility (Weiner et al., 2017). Higher 
scores indicate greater acceptability, appropriateness, and feasibility.  VCD of EBIs was inserted 
for the intervention in these measures and psychometric properties were examined and reported 
for this modification, as recommended by Weiner and colleagues.   Reliability analyses for the 
AIM in the current study revealed α = .94. For the IAM, α = .95 and for the FIM, α = .90 in the 
current study.  
 Survey on VCD use. An exploratory survey was developed to ask questions about 
practitioner use of VCD and delivery of EBIs via video-conference. The survey aimed to 
understand how often clinicians use VCD, which computer programs and secure platforms they 
use for VCD, with what percentage of their client base and how frequently they use EBIs via 
VCD, which EBIs do they most frequently deliver via VCD, how often do they adapt the EBI 
from the manual when delivering via VCD, and what adaptation strategies do they use to modify 
the EBI for VCD delivery. A list of options for these questions was generated from existing 
literature. Specifically, the list of VCD platforms was adapted from a national telepractice survey 
(Behl & Kahn, 2015); the list of adult-focused EBIs was obtained from APA Division 12 
(Society of Clinical Psychology, 2016); the list of youth-focused EBIs was obtained from a 
series of “Evidence Base Reviews” and “Evidence Base Updates” published in the Journal of 
Clinical Child and Adolescent Psychology (see Southam-Gerow & Prinstein, 2014 for an 
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overview of this publication series); and the list of adaptation strategies was taken from an 
existing framework and coding system (Stirman, Gamarra, Bartlett, Calloway, & Gutner, 2017; 
Stirman, Miller, Toder, & Calloway, 2013), with illustrative examples modified to the context of 
video-conference delivery. In order to understand broad acceptability, clinicians were also asked 
to rate their satisfaction with VCD of EBIs on a 5-point Likert scale. Clinicians were also asked 
about their interest in participating in a follow-up qualitative interview for compensation and to 
nominate colleagues for an invitation to participate. 
Qualitative interview. Clinicians were asked about their expectations with technological 
and financial resources, maintaining rapport, and concerns and barriers to telemental health 
adoption. Questions were designed to elicit their perspectives on the acceptability, 
appropriateness, and feasibility (following Weiner et al., 2017) of use of VCD and delivery of 
EBIs via those platforms. 
The interview guide began with background questions (e.g., educational background, 
current professional position) and a “grand tour” question about experience with VCD for EBIs 
in general. Subsequent questions addressed acceptability (e.g., I like VCD of EBIs), 
appropriateness (e.g., VCD of EBIs seems like a good fit/applicable), and feasibility (e.g., VCD 
of EBIs seems possible) of VCD for EBIs. Finally, clinicians were asked an open-ended question 
about what in the future would be helpful for implementing telemental health. 
4. Analytic Strategy 
Results were examined separately for those who served primarily adults versus those who 
served children and adolescents in order to examine potential differences in practice according to 
primary population to which clinical services are rendered. Group sizes were not expected to be 
equal; therefore, the between group analyses focused on descriptive statistics. Linear regressions 
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were conducted to examine the predictors of attitudes towards VCD of EBIs including variables 
such as previous training, years of experience, and the EBPAS with the CATAS and CEW. 
Results from added questions about video-conferencing were examined separately to maintain 
the psychometric integrity of the CEW, (e.g., fluency with use of web-cameras). Descriptive 
statistics were utilized to determine the frequency of use of VCD for EBIs, including adaptations 
that were made to the EBI to deliver it via video-conference. Correlations between the frequency 
of use and adaptations with the subscales of the CATAS and CEW were examined.  The 
relationship between clinician demographic characteristics (i.e., level of training, years of 
experience, orientation, practice setting), their technological fluency, and their acceptability of 
conducting therapy via VCD was analyzed using a series of regressions. Analyses were 
performed with SPSS software, Version 24.0 (IBM Corp., Armonk, NY). Statistical significance 
was defined as p < .05 with appropriate controls for experiment-wise error rate. An a priori 
power analysis for the quantitative measures was conducted using G*Power Version 3.0.10 
(Erdfelder, Faul, & Buchner, 1996). A point biserial correlation revealed that 111 subjects would 
be needed to achieve a medium effect (r = .3) which has the power to detect an effect of β = .95. 
This investigation also used a conventional content analysis (Hsieh & Shannon, 2005) 
coding method, in which emergent themes were identified from the qualitative interviews 
through an immersive review process. Responses were systematically grouped into various 
consistent themes about use and adaptation of EBIs for VCD. A conventional content analysis 
approach was used to code qualitative themes related to acceptability, appropriateness, and 
feasibility from the qualitative interviews. Coding of interviews was completed using NVivo 12 
software. The coding manual was developed iteratively (i.e., codes could be modified before 
completion of initial coding). In addition to providing unique information to supplement the 
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quantitative survey, codes regarding EBI adaptation for VCD identified during qualitative 
analysis were used to explain and contextualize the frequency of adaptation as reported in the 
quantitative survey.  
Results 
1. Demographics  
Table 1 displays demographic data for the overall sample. Surveyed practitioners were 
primarily female (74%) and 40.98 years old on average (SD = 10.64). In terms of race and 
ethnicity, participants were primarily White (76%), followed by Multiethnic (9%), Black (7%), 
and Hispanic/Lantinx (6%). The majority of participants held a master’s degrees (65%) and 
identified their professional discipline as clinical psychology (39%), followed by counseling 
psychology (28%), social work (21%), substance abuse/mental health counseling (10%), and 
marriage and family therapy (9%). In terms of clinical practice setting, most participants worked 
in private practice (71%), followed by academic medical centers (10%). These practice settings 
were primarily located in urban areas (46%), while the majority of telemental health clients were 
located in rural areas (40%). Nearly half (49%) of participants identified their theoretical 
orientation as cognitive behavioral, followed by eclectic (15%), behavioral (10%), 
family/systems (9%), and humanistic/interpersonal (8%). 
2. Frequency and Predictors of Practitioner Attitudes towards VCD for EBIs  
 Table 2 displays predictors of practitioner use of and attitudes towards VCD for EBIs for 
the sample. Surveyed practitioners rated themselves as highly fluent with computing applications 
(M = 79.73, SD = 5.33) and with webcams (M = 3.82, SD = .43). They also endorsed high levels 
of comfort (M = 10.70, SD = 1.81) and moderate levels of efficacy (M = 13.60, SD = 3.08) with 
using computers in treatment. Participants rated the acceptability (M = 13.53, SD =2.92), 
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appropriateness (M = 13.22, SD = 2.93), and feasibility (M = 13.64, SD = 2.51) of delivering 
EBIs via VCD as moderate, on average. Variability in results across the EBPAS subscales 
revealed that participants were most likely to use an EBI or a manualized treatment if it appealed 
to them (M = 13.02, SD = 2.49), then if they were open to trying something new (M = 11.82, SD 
= 2.80). They were far less likely to adopt a manualized EBI if they were required to (M = 7.34, 
SD = 3.83). Participants in this study had very low average Divergence scores (M = 4.37, SD = 
2.74), indicating little opposition to using a manualized EBI.  A linear regression analysis was 
used to measure the distribution of outcomes for the entire sample. Divergence on the EBPAS 
was significantly predicted by education level (t = -2.88, p = .005), such that more education 
(e.g., a doctoral degree) was inversely related to higher Divergence.  
 Adaptations. On average, clinicians reported using VCD for 16% of their client base, but 
VCD use was not related to the frequency of adaptations used, computer fluency, nor computer 
self-efficacy (p’s > .05). Overall, clinicians reported frequent EBI use (85% of sessions) both 
across all session and when using VCD (86%). Clinicians reported using diverse EBIs for VCD, 
the most commonly reported being Trauma-Focused Cognitive Behavior Therapy (Deblinger et 
al., 1990) (2.4%). As a measure of broad acceptability, participants rated their satisfaction with 
VCD of EBIs. The modal response for all participants was “I am satisfied with it” (n = 37; 40%). 
An equal number (n’s = 27; 29%) of respondents reported that they were also very satisfied with 
it and that they were somewhat satisfied with it (see Figure 1).  
A descriptive analysis was used to measure the distribution of frequencies of the entire 
sample. Table 3 displays results for VCD, EBI, and modification use among surveyed 
practitioners. Clinicians reported modifying treatment for VCD at a rate of 30% of overall 
sessions, although there was considerable variability among responses (SD = 33%). Figure 2 
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displays the distribution of responses about modifications made to EBIs for VCD. Table 3 also 
provides results for specific modifications made to an EBI in order to facilitate VCD. The most 
frequently used modification reported by practitioners was Tailoring, or any minor change to the 
intervention that leaves all of the major intervention principles and techniques intact while 
making the intervention more appropriate, applicable, or acceptable (Stirman et al., 2017; 
Stirman et al., 2013),(M = 1.95, SD = 1.10). The next most frequent adaptations made to EBIs to 
facilitate VCD across sessions were (in order of frequency of use): Integrating with another 
approach (M = 1.69, SD = 1.03), Repeating elements (M = 1.26, SD = .89), and Reordering 
elements (M = 1.26, SD = .97). The two service population groups differed significantly in their 
use of these adaptations. 
Table 3 also provides responses to the question, “how does this [frequency of 
modification] compare to how frequently you use this modification in person?” The most 
frequent responses in order were: Removing elements (M = 2.14, SD = .81), 
Shortening/Condensing elements (M = 2.05, SD = .79), Loosening structure (M = 2.04, SD = 
.81), Repeating elements (M = 1.96, SD = .70), Integrating with another approach (M = 1.96, SD 
= .60), Substituting elements (M = 1.95, SD = .65), Reordering elements (M = 1.93, SD = .69), 
and Lengthening or extending parts of treatment (M = 1.85, SD = .69).  
The relationship between various demographic characteristics, such as level of training, 
years of experience, orientation, practice setting, and predictors of VCD use were examined. In 
terms of predictors of use, general EBI use was associated with using an EBI for telehealth (r = 
.66, p < .001). Increased frequency of delivering an EBI, both in person (r = .39) and via VCD (r 
= .40), were significantly related to comfort with using technology in treatment (p’s < .001). 
Using an EBI for telehealth practice was significantly associated with frequency of using specific 
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modifications, including Removing elements (r = -.20, p = .05) and shortening/condensing parts 
of the treatment protocol (r = -.22, p = .04). Increased frequency of modifying an EBI for VCD 
was associated with increased fluency for using a webcam (r = .21, p = .04).  
3. Frequencies, Predictors, and Practitioner Perspectives for Adult vs. Child/Adolescent 
Specialization 
Analyses of group differences were intended to be exploratory, and due to the 
underpowered sample size, it is more likely that an association will be overlooked (Type II) than 
overestimating the associations (Type I).  
Table 1 displays demographic data by primary population served (e.g., adults versus 
children and adolescents). One-way ANOVAs with Bonferroni correction and chi-square tests 
were used to determine if significant differences between the groups were present on the 
measured variables. The groups did not differ significantly on age, years since degree, 
race/ethnicity, education level (e.g., Masters or Doctoral), professional discipline (e.g., clinical, 
counseling, social work), theoretical orientation (e.g., behavioral, cognitive-behavioral, 
psychodynamic), or region (e.g., Northeast, South, West Coast, etc.). The groups did differ 
significantly on clinical practice setting (χ2(8) = 26.52, p = .001), such that many more providers 
who served adults were located in private practice (80%) whereas those who served primarily 
children and adolescents were more evenly distributed among private practice, academic medical 
centers, and university or college-based clinics.  
The association between comfort with using computers in therapy and years of 
experience was not significant for those who primarily serve adults (r =.005, p = .48) nor for 
those who primarily serve children and adolescents (r =.09, p = .36). The same pattern was seen 
for the relationship between self-efficacy with using computers in treatment and years of 
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experience. There was a small but significant negative association between years of experience 
and Openness as measured by the EBPAS for those who primarily serve adults (r = -.19, p = 
.04), indicating older providers serving adults were less open to trying EBIs via VCD. This 
association was not significant for those who primarily serve children and adolescents (r = .05, p 
= .43). For those who primarily serve adults, there was also a small but significant negative 
association between years of experience and the Requirements subscale of the EBPAS (r = -.19, 
p = .04), indicating more experienced providers were less likely to adopt evidence-based practice 
if they were required to by a higher authority like a supervisor, agency director, or governmental 
legislation. This association was not significant for those who primarily serve children and 
adolescents (r =-.023, p =.46). A significant positive association between EBPAS Divergence 
and years of experience was also found for those who primarily serve adults (r = .21, p = .02), 
indicating a higher likelihood of not finding an empirically-supported treatment important or 
useful.  
Table 2 also displays results for each service population group for the CEW and CATAS 
Comfort and Efficacy Subscales. Those who primarily serve children and adolescents had higher 
scores on all three of these measures; however, their scores were not significantly different from 
those who primarily serve adults. For those who primarily serve adults, their CEW scores were 
significantly related to years of experience (r = -.17, p = .05). For those who primarily serve 
children and adolescents, CEW scores were predicted by education (r = -.50, t = -2.63, p = .02). 
Results of linear regressions revealed that years of experience did not predict computer fluency 
for either group (p’s > .05).   
Those who primarily serve children and adolescents had higher average satisfaction with 
VCD (M = 3.13, SD = .72) than those who serve adults (M = 2.86, SD = .93), although this 
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difference was not significant (p = .21). In general, those who primarily served children and 
adolescents reported higher frequency of modifications (M = 39.12, SD = 34.23) than those who 
primarily served adults (M = 27.71, SD = 32.90). Those who primarily served children and 
adolescents had significantly higher rates of Tailoring (M = 2.65, SD = 1.06) than those who 
primarily served adults (M = 1.79, SD = 1.06, p < .00). In terms of the frequency of specific 
modifications, those who primarily served children and adolescents had significantly higher use 
of Tailoring (M = 2.65, SD = 1.06) than those who primarily served adults (M = 1. 79, SD = 1.06, 
p = .003). For other modifications (e.g., Reordering elements, Repeating elements, and 
Integrating with another approach), those who primarily served adults had significantly higher 
frequency of use than those who primarily served children and adolescents (all p values < .05).   
Compared to their use of these adaptations for in-person treatment, practitioners varied 
significantly on their responses depending on their primary service population. Specifically, 
those who primarily served children and adolescents had significantly higher use of Removing 
elements of EBIs for VCD (M = 2.47, SD = .51) than those who primarily served adults (M = 
2.06, SD = .85, p = .014). This difference was also found for rates of Integrating with another 
approach (p = .016), Lengthening/extending parts of treatment (p < .000), Substituting elements 
(p = .007), and Reordering elements (p = .004). Those who primarily served adults reported 
significantly higher frequency of Repeating elements for VCD (M = 2.03, SD = .67) than those 
who primarily served children and adolescents (M = 1.65, SD = .79, p = .043). 
4. Qualitative Outcomes 
A total of 20 practitioners were recruited to report on their personal experiences using 
EBIs via VCD. After inputting the interview responses into NVivo 12 software, a conventional 
content analysis revealed six themes: appropriateness, feasibility, facilitators, acceptability, use, 
and barriers. See Table 4 for an example of a quote for each theme and major subtheme. 
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Theme 1: Appropriateness. The most commonly discussed theme among interview 
participants was Appropriateness (26% of total references). As defined by Weiner and colleagues 
(2017): “Appropriateness is the perceived fit, relevance, or compatibility of the innovation or 
evidence-based practice for a given practice setting, provider, or consumer; and/ or perceived fit 
of the innovation to address a particular issue or problem”. An equal number of references to the 
appropriateness and the lack of appropriateness of VCD for EBIs were made during interviews. 
The most common subtheme within the reference of “is not appropriate” was the concern of 
engagement challenges. For example, one practitioner reported that, “I just find it harder to… 
engage individuals and kind of keep people on track via telehealth.” While some individuals 
reported concerns of appropriateness, others recognized the strengths of EBI appropriateness via 
VCD. Specifically, analyses of practitioner-report on the appropriateness of VCD yielded five 
subthemes: addresses traditional barriers (30% saturation), appropriate for children and 
adolescents (27%), comparable course or outcomes (18%), training in VCD (12%), and 
comparable rapport (12%). For example, practitioners frequently stated that VCD addresses 
“lack of access … so that’s been really nice to have that ability to kind of address those 
disparities” for those who have been traditionally underserved, making VCD an appropriate fit 
for rural clients for whom transportation is a barrier to accessing services.  
 Theme 2: Feasibility. The second most commonly discussed theme was Feasibility (24% 
of references), under which three subthemes emerged: is feasible (71%), is not feasible (15%), 
and resources to enhance feasibility (15%). Feasibility was defined as, "the extent to which a new 
treatment, or an innovation, can be successfully used or carried out within a given agency or 
setting,” (Weiner et al., 2017). Lack of feasibility included barriers such as, “we don’t have great 
ways of billing yet for these services.” Feasibility included the references to the feasibility of 
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VCD with children and adolescents (55%) and to how it is often more advantageous to use 
telehealth over in-person treatment (45%): “the fact that we can reach people … and there’s 
really no excuse … if they don’t show up to their session, I can call them and they’re usually at 
home.”  
 Theme 3: Facilitators. The third most commonly discussed theme was Facilitators 
(22%), which is defined as things that increase VCD use or make it easier to implement. Seven 
subthemes related to Facilitators emerged: techniques (30%), adaptations (24%), technology 
(24%), clinician interest (11%), collaborators (9%), and supervision (2%). Examples of 
techniques include things that clinicians have learned through experience, for example, “don’t 
lean into the camera, don’t talk too much with your hands.” Participants provided creative 
resources which they use to enhance feasibility: dedicated staff members for technical support, 
“chat bots,” and the use of headphones and speakers to improve reception. In terms of 
adaptations and technology, many interview participants discussed digital facilitators such as the 
creation of phone applications for homework and the use of computer programs to play games 
with their child and adolescent clients. The theme of clinician interest was supported by 
clinicians wanting to do their own research in telehealth: 
 it pushes me, I think, a little bit to get creative, um, which has been really nice because I 
found some really cool tools that can be adapted to telehealth, um that I don’t think I 
would have necessarily found had I been doing this in person because I didn’t have the 
need to kind of get creative. I, you know, I think it helps me kind of not to stagnate in my- 
in the things I bring in and use in session. 
  
 Finally, in terms of collaborators, participants shared that staff such as administrators, 
post-baccalaureate research coordinators, and school nurses in the spoke locations of hub and 
spoke models (i.e., where clients travel to nearby access points in their home counties to receive 
services from centrally located service providers; Tarlow, Johnson, & McCord, 2018) were 
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critical to the facilitation of VCD implementation: “where we’ve got the school nurse and the 
guidance department and the administration that are kind of all on board and all supporting and I 
think that is where we’ve had the most success.” 
Theme 4: Acceptability. A less commonly discussed theme included Acceptability (14 
%;), which is the perception among implementation stakeholders that a given treatment, service, 
practice, or innovation is agreeable, palatable, or satisfactory (Weiner et al., 2017). Relatively 
equal proportions of references were made to the acceptability (55%) versus lack of acceptability 
(45%) of VCD for EBIs among interviewed participants. Lack of acceptability was underscored 
by “clinician frustration,” a reference which represented 5% of the references for the entire 
transcript sample. In terms of acceptability, three subthemes emerged: technology works (46%), 
clients prefer VCD (27%), and clinicians support use (23%). The subtheme of technology works 
was illustrated by quotes such as, “I am certainly not an IT whiz… so I would tell people, if I can 
manage the equipment, I know you can do it. I can barely work my iPhone and I can still get in 
and do this.” The subtheme of clients prefer VCD was highlighted by many participants, who 
spoke to clients’ levels of comfort with VCD: “I think patients love it” and “patients seem really 
fine with all of it.” In terms of the subtheme of clinicians support use, participants spoke about 
their own personal preferences for VCD: “I would totally advocate for it and I would totally 
participate in a research study in which I’m a therapist providing high-risk therapy, um, for 
clients remotely.” In general, increased access to services promoted the acceptability of VCD 
among interviewed practitioners, who reported little to no need to adapt treatment for VCD. 
Theme 5: Use. Another less frequently discussed theme was Use (8% total saturation; 
i.e., use of VCD with EBIs (77%) and use with underserved populations (23%)). The most 
frequently cited EBIs used via VCD by interviewed clinicians, in order of frequency, included 
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Dialectical Behavior Therapy (DBT), Trauma-Focused Cognitive Behavior Therapy (TF-CBT), 
Prolonged Exposure Therapy (PE), Cognitive Processing Therapy (CPT), Cognitive Behavior 
Therapy (CBT), and evidence-based interventions in general. References to use with underserved 
populations spoke to rural, remotely-located individuals and families as well as those with 
limited access to transportation. 
Theme 6: Barriers. Barriers was the least frequently discussed theme (7%), which 
includes things that decrease, impair, or hinder the successful implementation of EBIs (Kazdin, 
Holland, Crowley, & Breton, 1997). Barriers related to the delivery of EBIs with VCD were 
technological (36%), financial (21%), collaborative (21%), and those related to documents 
(21%). Technological barriers included those related to equipment, connectivity, user error or 
learning curve, and visibility (e.g., harder to “Read emotions on screen,” glasses obscure eye 
contact and can create glare). Financial barriers were related to the lack of ability to bill health 
insurance companies for VCD. Collaborative barriers were related to the need for support from 
other professionals or health care facilities:   
We had to coordinate through the facilitator at CBOC, community based outpatient 
clinic, and sometimes that wouldn’t get faxed over in time and there was just a little more 
logistical delays and we tried to use apps of course, but the apps, because the VA 
(Veteran Affairs) has a lot of problems with privacy and stuff, they weren’t able to 
communicate with clinicians, so it was just a little difficult coordinating homework.  
Barriers related to documents overlapped with collaborative barriers:  
Dealing with narrative, going through lots of written work and a lot of that was 
contingent on whether or not I received their homework via the, um, the person at the 
front desk who was supposed to, uh, fax it over and if they didn’t give it to me then I just 
had to have them read it to me. 
 
Discussion 
  
This investigation utilized a mixed-methods approach to understand practitioner 
perspectives on the delivery of EBIs via VCD. Overall, findings indicated that surveyed 
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providers were highly fluent, comfortable, and felt moderately efficacious with using computers 
in treatment. Higher levels of education predicted participants’ adherence to evidence-based 
approaches; however, they endorsed the need to modify protocols sometimes (30%) for VCD. 
Findings indicated that the more experience gained by adult-serving practitioners, the less open 
they were to trying new or manualized treatments. Increased experience also predicted a lower 
Requirements score on the EBPAS, meaning that they were less likely to use an evidence-based 
approach if an authority required it of them. Results of qualitative interviews indicated a high 
level of Appropriateness of VCD of EBIs, especially for clients in rural areas or even for those in 
metropolitan centers like New York City where public transportation takes several hours. 
Participants also provided a number of strategies which they use for VCD, and endorsed the need 
for knowledge-sharing and training for practitioners. These findings suggest that VCD of EBIs is 
an important area of focus for future dissemination and implementation research.  
Participants represented a diverse group of practitioners who were relatively evenly 
dispersed across professional disciplines; these areas included clinical and counseling 
psychology, social work, and mental health counseling. Moreover, nearly half (49%) of 
participants identified their theoretical orientation as cognitive behavioral. This reflects this 
orientation’s growing popularity in the United States, as evidenced by national longitudinal 
studies (Norcross, Karpiak, & Santoro, 2005; Gaudiano, 2008). As is representative of the 
national population (National Science Foundation, 2017), more practitioners in this study held 
masters degrees than doctoral degrees. Interestingly, the majority of participants (71%) worked 
in private practice settings; however, this is likely due to the recruitment process which targeted 
many individuals and private practices which were listed in the Psychology Today professional 
directory. Results should therefore be considered within the frame of a private practice context.  
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These practice settings were primarily located in urban areas (46%), while the majority of 
telemental health clients were located in rural areas (40%). This finding illustrates the 
proliferation of the hub and spoke model of telehealth intervention (Gonzalez et al., 2018; 
Tarlow et al., 2018), an approach that is growing due to its ability to reach traditionally 
underserved and rurally-located individuals while reducing travel burden on both practitioners 
and clients. Studies exploring barriers to treatment often cite travel as a significant limitation in 
accessing and remaining in services over time, especially in the treatment of children and 
adolescents (Kazdin et al., 1997). Results from the qualitative interviews further confirm the 
benefits to both parties, such as the ability to save time because, “I don’t have to get up from my 
desk and walk to the waiting room to get the client.” Interviewed therapists consistently 
expressed positive attitudes regarding this model.  
The first specific aim of this study was to examine the frequency and predictors of 
practitioner attitudes towards the use of VCD for EBIs. Accounting for practitioner perspectives 
is an important determinant in the widespread implementation and adoption of novel approaches 
to mental health care (Simms et al., 2011). In an effort to understand practitioner perspectives 
about whether VCD is appropriate for delivery of EBIs, participants were surveyed regarding 
their general use of EBIs as well as via VCD. General EBI use was associated with using an EBI 
for VCD. Scores on the EBPAS subscales revealed that the leading predictor of whether 
practitioners were more likely to use an EBI or a manualized treatment was if it appealed to 
them, followed next by if they were open to trying something new. Importantly, they were far 
less likely to adopt a manualized EBI if it was a requirement provided by their 
supervisors/administration. This points to the independent nature of practitioners in mostly 
private practice settings; however, there is a possible confounding variable of practitioner level 
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of training. Participants in this study seemed to endorse making independent decisions when 
approaching client care.     
In terms of attitudes against evidence-based practice, participants had very low average 
divergence or opposition to using a manualized EBI. Clinicians also reported frequent EBI use 
(85% of sessions) both across all sessions and when using VCD (86%), which is consistent with 
their attitudinal scores on the EBPAS. Moreover, Divergence on the EBPAS was significantly 
predicted by education level, such that more education (e.g., a doctoral degree) was related to 
less Divergence. This reflects findings from previous research which has shown that those who 
prepare for clinical practice careers have less favorable perceptions of evidence-based 
approaches than those who prepare for a research career (Luebbe et al., 2007). Additionally, 
those who studied Psychology incorporated EBIs into their practice more frequently than those 
who studied Social Work (Higa-McMillan et al., 2015). For example, a meta-analysis which 
examined psychotherapy outcomes in relation to therapist education and experience found that 
therapists with more training experienced decreased attrition in outpatient settings than therapists 
with less training (Stein & Lambert, 1995). This is an essential factor to consider as qualitative 
data from interviews suggests that training in graduate school is a critical predictor of evidence-
based practice, even many years after graduation. This finding is also supported by previous 
work which indicates that experiences garnered in university training clinics can bridge the gap 
from training programs in mental health to the larger outside context of service delivery (Dopp et 
al., 2017).  
The second specific aim of this study was to examine the frequency and predictors of use 
of VCD for EBIs, including adaptations that have been made to the EBI to deliver it via video-
conference. Practitioners were surveyed regarding their frequency with which they used EBIs via 
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VCD and their comfort with using them. Practitioners reported using VCD for EBIs for 
approximately 16% of their cases. They also rated themselves on the online surveys as highly 
fluent with computing applications and with webcams, endorsing high levels of comfort and 
moderate levels of efficacy with using computers in treatment, consistent with the one previous 
study on clinician-rated comfort and efficacy for utilizing computers in treatment (Beck & 
Jenssen-Doss, 2013). Participants in the qualitative interviews provided additional insight into 
their comfort and efficacy with using computers and webcams in treatment. Specifically, the 
interviewed practitioners reported that using VCD for EBIs was an acceptable practice for 
several reasons, including its ease of use and ability to match outcomes seen for their in-person 
clients. Acceptability is a known predictor of adoption of novel approaches (Rogers, 2003) and 
interview responses point to the convenience of VCD as a main proponent of its acceptability 
among both providers and clients. Despite this tendency of acceptability among this study’s 
participants, participants rated the acceptability, appropriateness, and feasibility of delivering 
EBIs via VCD as moderate, on average in the online surveys. This difference between the 
quantitative and qualitative samples may be indicative of 1) differences in acceptability for those 
who self-selected for interviews or 2) self-selection response bias during interviews (Braver & 
Bay, 1992). For example, those who elected to participate in interviews did so with the 
understanding that it would take more time and were possibly more interested in the research 
topic.  
One very important tenant of evidence-based practice is fidelity to the treatment protocol. 
Fidelity in treatment outcome research refers to, “confirmation that the manipulation of the 
independent variable occurred as planned,” (Moncher & Prinz, 1991). Best practice 
recommendations from the National Institute of Health (NIH) define treatment fidelity as “the 
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methodological strategies used to monitor and enhance the reliability and validity of behavioral 
interventions” (Bellg et al., 2004). High fidelity to treatment models has been associated with 
increased positive outcomes such as preserving the mechanisms of behavior change associated 
with interventions (Henggeler et al., 1997; Miller & Rollnick, 2014). Moreover, in the context of 
parent-training programs, increased fidelity has been shown to predict parental behavior change, 
which in turn predicts changes in child behavior change (Eames et al., 2009). While research in 
dissemination and implementation science has shown that treatments can be implemented with 
incredibly high levels of fidelity (Schoenwald et al., 2011), these studies are done within in 
research settings (Waltz et al, 1993; Zvoch, 2009). When trying to implement treatments within 
the community, it is not practical or feasible to expect an intervention can maintain that high 
level of fidelity, even when it may still be a goal (Stanton et al., 2005; Stirman et al., 2013). 
Therefore, some degree of modification is to be expected (Chu & Leino, 2017; Cook et al., 
2014). Participants were surveyed to determine the level of drift they had away from the 
standardized treatment protocol. Outcomes indicated that participants modified treatment for 
VCD at a rate of 30% of overall sessions, although there was considerable variability among 
responses (SD = 33%). This frequency is in sharp contrast to what was reported during 
qualitative interviews, in which most practitioners stated that there was little to no need to adapt 
treatment at all. 
The most frequently used modification reported by practitioners in the survey was 
Tailoring, which is any minor change to the intervention that leaves all of the major intervention 
principles and techniques intact while making the intervention more appropriate, applicable, or 
acceptable (Stirman et al., 2017; Stirman et al., 2013). In response to the question about how 
frequently modifications are made for VCD versus in-person, Tailoring was very infrequently 
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mentioned, potentially indicating that Tailoring is a normal part of implementation, regardless of 
the modality of delivery (Norcross & Wampold, 2011). Previous studies on tailoring treatments 
for internet delivery have found that similar and even improved outcomes compared to the 
original protocol have been found and that tailoring increases feasibility (Carlbring et al., 2011; 
Johansson et al., 2012). Understanding that tailoring is commonplace provides further evidence 
in support of alternate methods of treatment delivery, like VCD. Implementation outside of 
highly controlled settings requires some degree of flexibility, and tailoring allows for treatments 
to be adapted for a range of clinical populations, literacy levels, and cultural backgrounds 
(Aarons et al., 2012; Kennedy et al., 2000; McCabe et al., 2005). 
The next most frequent adaptation made to EBIs to facilitate VCD was integrating with 
another approach, which is defined by the infusion of aspects of different therapeutic approaches 
or interventions (e.g., integrating an ‘empty chair’ exercise into a ‘CBT for Depression’ 
treatment protocol; Stirman et al., 2013). With the presence and more recent focus on 
transdiagnostic interventions for comorbid disorders (Barlow et al., 2017; Farchione et al., 2012), 
integration seems like it might be necessary to facilitate the best care (Borkovec, & Sharpless, 
2004; Moree & Davis, 2010). This is because integration allows for the ability to use various 
techniques to target multiple different symptoms that the client is experiencing, even if these 
symptoms are not disorder-specific (Cook et al., 2014; Lau, 2006; Lau et al., 2017; Stirman et 
al., 2017).  
 Overall, Removing elements (e.g., particular elements of the intervention are not 
included), Shortening/Condensing parts of treatment (e.g., a shorter amount of time than 
prescribed is used to complete the intervention or intervention sessions), and Loosening structure 
(e.g., elements intended to structure intervention sessions do not occur as prescribed in the 
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manual/protocol) were the most frequently reported modifications compared to in-person 
treatment. Although modifications may seem to decrease the potency of an intervention 
(Kennedy et al., 2000; Stirman et al., 2017), given the high rate of modifications that are 
occurring across practitioners, it is possible that these steps are necessary to make EBI treatment 
delivery feasible within VCD. Using an EBI for telehealth practice was also significantly 
associated with frequency of removing elements and shortening/condensing parts of the 
treatment protocol. Increased frequency of modifying an EBI for VCD was associated with 
increased fluency for using a webcam. These findings further point to the need for practitioners 
to adapt treatment to increase feasibility of implementation. However, thoughtful modifications 
may be necessary and further explorations may be required to determine what is appropriate. 
Modifications to allow for treatment implementation should be planned and benefit client care, 
and practitioners should avoid making them with the sole goal of personal comfort with 
treatment delivery (Lee et al., 2008). To provide more context to these questionnaire responses, 
practitioners involved in the interview process stated that frequent modifications were required 
surrounding technological barriers and documentation. For example, as one interview participant 
shared:  
I’ve created like uh, um, oh what is it called? Like a Connect Four on //Excel//. That we 
use in like psychoeducation, so they have to answer questions or, um, tell information 
before they can place a chip. So, it’s still tying it to like psychoeducation piece of trauma 
treatment but giving some fun manipulative things they can do with, like, manipulating 
stuff on the screen. 
This finding that clinicians modify treatment is consistent with studies which have 
examined clinician-level barriers to the use of computer-assisted therapies (Becker et al., 2013). 
However, creative tools such as the above example may, in fact, enhance services rather than 
simply detract from the protocol due to the unique aspects of VCD (Griner & Smith, 2006). In 
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fact, creative tools like this were frequently requested by other practitioners who believed 
knowledge-sharing could reduce the burden they felt as they struggled to figure out the best ways 
to deliver EBIs in this relatively new format. When asked about specific training in VCD, many 
participants said that they did not receive formal training in graduate school, consistent with 
findings that VCD is not a part of most training clinical programs (Dopp et al., 2017). Despite 
this barrier to successful dissemination and implementation, many interviewed respondents 
reported that social media groups and websites where information and helpful tricks were shared 
were crucial in their ability to adopt VCD. Based on practitioners’ responses, early exposure to 
VCD during graduate school, knowledge sharing among clinicians, and more specific practice 
guidelines may facilitate the dissemination and use of VCD for EBIs.  
Next, practitioners were examined based on age of client population (child/adolescent vs. 
adult) to determine if any significant differences arose in use of EBIs via VCD or what predicted 
its use. Despite the small size of the child and adolescent group (n =18), the results were 
significant for clinical practice setting, such that those who primarily served adults were more 
frequently located in private practice. This finding is consistent with systematic reviews of the 
dissemination and implementation of EBIs for children and adolescents (Novins et al., 2013; 
Southam-Gerow et al., 2012). Specifically, these reviews have found that increased 
organizational resources contributed to the success of implementation efforts (Novins et al., 
2013) such that child and adolescent providers were more likely to be successful in large 
practices (e.g., medical centers). Additional barriers include system level obstacles such as 
financial limits on dissemination tools such as materials or access to continuing education 
(Southam-Gerow et al., 2012). In private practice settings, there may be less organizational 
support than in larger, public centers like academic medical centers and university-based clinics. 
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Because practitioners in this study were more likely to use VCD of EBIs if it appealed to them, 
dissemination efforts in private practice settings should take clinician preferences into 
consideration when seeking to expand evidence-based treatment delivery to those agencies 
which may otherwise have less access.  
Among clinicians who primarily served adults in this study, increased years of experience 
was associated with decreased Openness as measured by the EBPAS, indicating that those with 
more years since earning their degrees were less open to evidence-based practice than their more 
junior peers. This relationship was not significant for those who primarily served children and 
adolescents, had lower mean years of experience, and had higher mean Openness scores; 
however, the child/adolescent group may have been underpowered (Type II error) explaining 
why no result was found. This could mean that a false negative result may have been found when 
in fact, there was a significant association. Therefore, comparisons between groups should be 
considered carefully. A negative association was also seen between years of experience and 
Requirements for those who primarily serve adults, which may indicate that more experienced 
adult-serving practitioners were less likely to adopt evidence-based practice if required to by an 
authority (e.g., an agency policy, state legislation). Again, this finding was not found for those 
who primarily served children and adolescents; however, this sample may have been too small. 
Divergence from evidence-based practice was also predicted by increased years of experience for 
those who treated adults primarily. This was in the predicted direction, as it was hypothesized 
and supports that EBIs are still rather novel and confirms previous research has found that 
adherence to manualized treatment is more prevalent among junior clinicians (Simmons, Milnes, 
& Anderson, 2008). Another explanation for this relationship may be that therapists who have 
been in practice for more time are more prone to drift, especially in isolated settings (Waller, 
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2009; Waller & Turner, 2016). In addition, confounding variables such as lack of supervision 
over time and lack of initial training in more recently developed EBIs (Milne & Reisner, 2012), 
or more willingness to implement usual care (vs. EBIs; Kosmerly, Waller, & Robinson, 2015) 
could be explaining the association between Divergence and years of experience among 
surveyed practitioners.  
Those who served children and adolescents also had higher computer fluency and they 
were more comfortable and felt more efficacious when using computers in treatment as 
compared to practitioners who primarily served adults. Results from qualitative interviews would 
suggest that those who served adults were less motivated to try VCD with EBIs as many 
respondents stated that their younger clients felt most comfortable in a digital setting and have 
little difficult adjusting. In fact, many of practitioners felt that technology was an advantageous 
way to connect with their younger clients. However, the limitation of the smaller group size not 
being large enough to detect meaningful differences must be considered. Practitioners who also 
serve children and adolescents tended to report making more modifications to EBIs on VCD 
versus when in person. Information from qualitative interviews would suggest that this increased 
frequency of modifications may be due in part to a difficulty maintaining engagement due to 
children’s attention spans when on VCD. This is consistent with previous literature which 
advocates for the use of modifications to EBIs to facilitate delivery with child populations 
(Bernal, 2006; Griner & Arnberg et al., 2014; Moree & Davis, 2010).   
1. Limitations 
A major limitation of the recruited sample is the response bias of early adopters (Rogers, 
2003) and the use self-report measures only as opposed to the measurement of behavioral 
outcomes. Due to this measurement style, it is possible that reporters overestimated their skill-
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level, underestimated their drift from treatment protocol, and overestimated their effectiveness in 
delivering these services (Braver & Bay, 1992; Kosmerly, Waller, & Robinson, 2015; Waller, 
2009; Waller & Turner, 2016). Future studies may seek to use other forms of measurement to 
assess for accuracy of reports on use of EBIs, VCD, and modification of treatment.  
While computer literacy is now a basic skill essential for everyday professionalism, the 
high ratings of comfort and efficacy with using computers in treatment reported by practitioners 
may also reflect that recruitment efforts were targeted at those who specifically listed themselves 
as providing “Online Counseling” on Psychology Today. Comfort with using technology in 
treatment was also significantly related to increased frequency of delivering an EBI, both in 
person and via VCD. Interviewed participants were also self-selected into this study and many of 
them found VCD as highly acceptable, which was reflected by their satisfaction scores endorsing 
moderate satisfaction with only four participants stating that they were “not at all” satisfied or 
satisfied “very little” with VCD of EBIs. This self-selection process may have biased reports 
from both survey participants and interviewees as other providers who incorporate various levels 
of VCD use may have divergent opinions and experiences to those reported in this study. 
Another limitation was the comparison of primary service population groups, which were 
significantly different. Making inferences about the larger provider population is therefore 
limited by power and may be considered inadequate. Nonetheless, uneven group sizes can still 
yield valid results as there is no minimum number of subjects required to make group 
comparisons (Blanca et al., 2017; Keppel & Wickens, 2004). Several limitations should be 
considered when interpreting groups which differ in size. As previously mentioned, power in 
between-group analyses is decreased. Additionally, it cannot be assumed that the groups have 
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equal variances which limit assumptions of homogeneity when making comparisons (Rusticus & 
Lovato, 2014).   
Despite these limitations, this investigation provides evidence for efforts which aim to 
increase training, access, and resources for VCD or EBIs. This study was the first of its kind to 
utilize a mixed-methods approach to survey practitioners about their use of EBIs via VCD. 
2. Future Directions 
EBIs are growing in popularity due to their success in helping clients reduce their mental 
health concerns. Research continues to explore methods to effectively disseminate EBIs to 
families and individuals that need them to enhance care across the United States. One method of 
dissemination that is in its early stages is VCD, but little research has been conducted to 
understand where and how VCD is being used to deliver EBIs. The present study took the first 
steps in addressing this gap in the literature by providing evidence that practitioner attitudes 
towards and acceptability of specific and novel modes of delivery are an important consideration 
in efforts to increase dissemination and improve access to services for those in underserved 
communities. Even with this addition, there are still more questions and barriers to be 
considered.  
One important barrier is that with many technological resources available, it may be 
difficult for providers to sort out what tools may facilitate their practices. In the current study, 
many practitioners reported relying on web searches or forums to determine how to get started 
within their clinic. A larger effort may be necessary to organize effective dissemination across 
community settings. In fact, to organize research on technology tools in healthcare, the Health 
Information Technologies: Academic and Commercial Evaluation (HIT-ACE) model is one such 
advancement that aims to achieve this larger dissemination goal (Lyon et al., 2015). This 
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systematic approach to evaluating classes of digital technologies in health care consists of four 
phases. In Phase I, a systematic search of technologies used by professionals is conducted and 
the results are coded. In Phase II, interviews are conducted with developers to further confirm 
information gathered during Phase I. In Phase III of the model, technological use capabilities are 
linked to implementation mechanisms before capabilities and mechanisms are tested rapidly in a 
series of microtrials in Phase IV. A recent evaluation of technology to enhance the use of 
Measurement Feedback Systems (MFS) applied the first phase of the HIT-ACE model to 
understand common technology use capabilities among mental and behavioral health 
practitioners (Lyon & Lewis, 2016). By scouring databases and soliciting known experts, 
investigators identified 49 capability systems to review. After the coding scheme was developed, 
piloted, and revised, results revealed that a majority (61-94%) of MFS capabilities identified 
allowed for a range of activities such as tracking, graphing, and creating summary reports of 
outcomes. The application of the HIT-ACE model and its findings are comprehensive and inform 
future research on technology use in telemental health, such as VCD and technological tools to 
facilitate its implementation. 
While mental health interventions have the potential to match the outcomes seen for 
physical health interventions via telecommunication systems, utilization and acceptability among 
community clinicians remains low. Future efforts to enhance clinician use of technology should 
focus on factors that appeal to practitioners, such as ways in which technology can make the 
practice of delivering EBIs easy, feasible, and practical for providers. Results of this study point 
to the need to meet providers at their current skill level, and market interventions and strategies 
to therapists using techniques such as user-centered design (UCD; Dopp, Parisi, Munson, & 
Lyon, 2019). While client outcomes are of paramount importance in clinical decision-making, 
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dissemination and implementation scientists cannot forget that providers are also end-users of 
EBIs and their individual preferences are important factors in what kinds of services reach 
individuals in need.   
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Tables & Figures  
Table 1 
Participant Demographic Characteristics by Primary Population Served 
  Treatment Group  
 
 Adults 
n = 77  
Children/Adolescents* 
n = 17 
Overall 
n = 125** 
 M(SD) or n(%) M(SD) or n(%) M(SD) or n(%) p 
Age 42.02(10.69) 37.83(9.75) 40.98(10.64) .11 
Years since Degree earned  10.42(7.56) 8.67(8.25) 9.99(7.77) .37 
Gender    .67 
 Female 71(75%) 12(67%) 92(74%)  
 Male 23(24%) 6(33%) 32(26%)  
 Genderqueer 1(1%) 0 1(1%)  
Race/Ethnicity    .12 
 White/Caucasian  75(80%) 13(72%) 95(76%)  
 Black/African-American 8(9%) 0 9(7%)  
 Asian/Pacific Native  1(1%) 0 1(1%)  
 Hispanic/Latinx  5(5%) 1(6%) 8(6%)  
 American Indian/Alaskan 1(1%) 0 1(1%)  
 Other/multiethnic 4(4%) 4(22%) 11(9%)  
Education    .11 
 
Masters (MSW, MHC, 
MA/MS, MFT) 
66(70%) 9(50%) 81(65%) 
 
 Doctoral (PhD, PsyD, DNP) 29(30%) 9(50%) 44(35%)  
Professional Discipline    .36 
 Clinical Psychology 26(27%) 8(44%) 39(31%)  
 Counseling Psychology 24(25%) 3(16%) 28(22%)  
 
Substance Abuse/Mental Health 
Counseling 
11(12%) 1(6%) 13(10%) 
 
 Social Work 18(19%) 4(22%) 26(21%)  
 Marriage and Family Therapy 11(12%) 0 11(9%)  
 
Other (Behavior Analysis, 
educational psychology, 
medical hypnotherapy, etc.) 
5(5%) 2(11%) 6(5%) 
 
Clinical Practice Setting    .00 
 Private Practice 76(80%) 7(39%) 89(71%)  
 Academic Medical Center 4(4%)  5(28%) 13(10%)  
 
Veterans Affairs Medical 
Center 
5(5%)  0 5(4%)  
 
University/College-Based 
Clinic 
2(2%) 3(17%) 5(4%)  
 Community-Based Clinic 3(3%) 1(6%) 2(2%)  
 
Other (Hospital, group practice, 
multiple settings) 
1(1%)  1(6%) 11(9%)  
Primary Location of Practice 
Setting 
   
.57 
 Urban 40(42%) 10(56%) 58(46%)  
 Suburban 36(38%) 5(28%) 44(35%)  
 Rural 19(20%) 3(17%) 23(18%)  
Majority Location of Telehealth 
Clients 
   
.91 
 Urban 31(33%) 5(28%) 37(30%)  
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Table 1 (Cont.)     
  Treatment Group  
 
 Adults 
n = 77  
Children/Adolescents* 
n = 17 
Overall 
n = 125** 
 M(SD) or n(%) M(SD) or n(%) M(SD) or n(%)       p 
 
 Suburban 26(27%) 5(28%) 38(30%)  
 Rural 38(40%) 8(44%) 50(40%)  
Theoretical Orientation    .25 
 Behavioral 7(8%)  5(28%)  13(10%)  
 Cognitive-Behavioral 47(50%)   8(44%)  61(49%)  
 Humanistic/Interpersonal 10(11%)   1(6%)  10(8%)  
 Psychodynamic 2(2%)   0  2(2%)  
 Family/Systems 8(8%)   1(6%)   11(9%)  
 Eclectic 16(17%)  3(17%)   19(15%)  
 
Other (attachment, EMDR, 
dance/movement therapy) 
5(5%0   0 
9(7%) 
 
Region    .08 
 Northeast 18(19%) 5(67%) 25(20%)  
 South 32(34%) 12(28%) 51(41%)  
 Midwest and Northwest 36(38%) 1(6%) 39(31%)  
 Southwest 4(4%) 0 4(3%)  
 West Coast 3(3%) 0 4(3%)  
 Alaska 1(1%) 0 1(1%)  
 Hawaii 1(1%) 0 1(1%)  
Notes. EBI = evidence-based intervention, VCD = video-conference delivery. 
*Clinicians reporting 50% or more child/adolescent case load 
**There was a considerable number of participants who completed demographics and  then 
did not complete any additional questions 
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Table 2 
Predictors of VCD Use by Primary Population Served 
  Primary Clinical Population Served  
 
 Adults 
n = 94  
Children/Adolescents* 
n = 18 
Overall Sample 
n = 112 
 M(SD) or n(%) M(SD) or n(%) 
M(SD) or 
n(%) p 
Computer Fluency Score 79.67(5.50) 80.22(4.55) 79.73(5.33) .65 
     Webcam fluency 3.81(.45) 3.89(.32 3.82(.43)  
Computer-Assisted Therapy     
 Comfort  10.61(1.91) 11.11(1.18) 10.70(1.81) .15 
 Efficacy 13.39(3.14) 14.56(2.66) 13.60(3.08) .11 
Attitudes towards EBIs     
 Openness 11.43(2.80) 13.44(2.28) 11.82(2.8)  
 Requirements 7.25(3.82) 8.17(3.73) 7.34(3.83)  
 Appeal 12.93(2.43) 13.39(2.70) 13.02(2.49)  
 Divergence 4.61(2.85) 3.17(1.79) 4.37(2.74)  
Acceptability  13.38(3.02) 14.28(2.40) 13.53(2.92) .24 
Appropriateness 13.12(3.07) 13.78(2.18) 13.22(2.93) .39 
Feasibility 13.56(2.56) 14.22(2.13) 13.64(2.51) .31 
Note. EBIs = Evidence-Based Intervention.  
 
Table 3 
Participant Characteristics by Primary Population Served 
  Primary Clinical Population Served  
 
 Overall 
n = 95 
Adults 
n = 78 
Children/Adolescents* 
n = 17 
 M(SD)  M(SD)  M(SD)  p 
Percent of all session where an EBI is used  84(23) 84(23) 89(23) .459 
Percent of VCD sessions in which an EBI is use 86(24) 84(25) 96(7) .000 
Satisfaction with VCD 2.90(.90) 2.86(.93) 3.13(.72) .210 
Frequency of modifications made to EBI for 
VCD 
29.75(33.25) 27.71(32.90) 39.12(34.23) 
 
 Tailoring frequency 1.95(1.1) 1.79(1.06) 2.65(1.06) .003 
 Reordering elements  1.23(.97) 1.32(.99) .82(.73) .023 
 Integrating with another approach 1.69(1.03) 1.79(1.06) 1.24(.75) .016 
 Repeating elements 1.26(.89) 1.38(.86) .71(69) .002 
Frequency of modifications made to EBI for 
VCD compared to in-person  
   
 
  Removing elements  2.14(.81) 2.06(.85) 2.47(.51) .014 
 Lengthening/extending  1.85(.69) 1.82(.76) 2.00(.00) .000 
 Substituting elements  1.95(.65) 1.94(.71) 2.00(.00) .007 
 Reordering elements  1.93(.69) 1.91(.76) 2.00(.00) .004 
 Repeating elements 1.96(.70) 2.03(.67) 1.65(.79) .043 
 Integrating with another approach  1.96(.60) 1.95(.65) 2.00(.35) .016 
 Shortening/condensing  2.05(.79) 2.00(.80) 2.29(.69) .133 
 Loosening structure 2.04(.81) 2.07(.85) 1.94(.56) .459 
Notes. EBI = evidence-based intervention, VCD = video-conference delivery 
*Clinicians reporting 50% or more child/adolescent case load 
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Table 4. Coding nodes and corresponding examples quotes from interviews 
Nodes Example of quote for code 
Acceptability For the individuals that… stuck with the treatment and stuck with and stuck 
with all of the things, they were incredibly attached to the program and the 
platform and telehealth. 
is acceptable The other thing I kind of like about telehealth is you can get an idea, especially 
if you’re doing home-based telehealth, you can get an idea of how people are 
living which provides a lot of information. 
is not acceptable I think as a provider I just still- it’s hard when you’re not seeing someone and 
they just stop answering their phone and, um, stop responding to you and you 
never met them in person. It just feels like it's harder sometimes to track people 
down or be certain that, um, they’re safe and doing okay. 
Appropriateness 
Patient alliance I think is similar as well in that how they feel toward me. 
        is appropriate We’re seeing kids in some of these extremely rural areas that have- their trauma 
may have been ten years ago, and they’ve never seen a provider. Not for lack of 
needing one, but just lack of access. Um, and so that’s been really nice to have 
that ability to kind of address those disparities. 
is not appropriate Individuals will show up to session, um, like without a shirt on or- cause they’re 
very comfortable because they’re in their home- or drinking or drunk or high or 
smoking marijuana or whatever. Um, individuals will be drunk and wavering 
around a gun and there’s really nothing you can do. 
Barriers Dealing with [the trauma] narrative, going through lots of written work and a lot 
of that was contingent on whether or not I received their homework via the, um, 
the person at the front desk who was supposed to, uh, fax it over and if they 
didn’t give it to me then I just had to have them read it to me. 
Facilitators I do spend a good bit of time on the front end kind of trouble shooting with all 
of my patients on like this is what happens like if the video doesn’t show up, 
this is how you-, let's do this together, let’s figure out some backups to make 
sure we can work it out together. And I think that helps in the long run because 
they feel more comfortable with the equipment.  
Feasibility It takes prep work but it’s certainly doable. 
       Is feasible I think that was pretty standard and really well accompanied. We did a good job 
by augmenting prolonged exposure with the VA (Veteran Affairs) PE coach. 
is not feasible We don’t have great ways of billing yet for these services.  
Use It’s almost weird to see a patient not through telehealth for me just because I do 
telehealth so much.  
Note. EBIs = Evidence-Based Intervention 
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Figure 1. Practitioner satisfaction with VCD of EBIs. 
 
 
Figure 2. Percentage of time an EBI is modified for VCD. 
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Appendix 
Demographic Questions 
 Response Options 
Gender Male 
Female 
Prefer not to answer 
Age 0-99 years 
Race (Select all that apply if you 
are multiracial) 
Black 
White 
Asian/Pacific Islander 
Native American 
Latinx  
Ethnicity Hispanic 
Not Hispanic 
State of Residence Open-ended 
Level of Education (Select all 
that apply) 
Master’s Degree 
Psy.D. 
M.D. 
Ph.D. 
Other degree:______________ 
Years in practice (total) Open-ended 
Professional Discipline Clinical Psychology 
Psychiatry 
Counseling Psychology 
Substance Abuse/Mental Health Counseling 
Marriage and Family Therapy 
School psychology 
Social Work 
Developmental/Behavioral Pediatrics 
Family medicine/Primary Care Physician 
Clinical practice setting Private practice 
Veterans Affairs Medical Center 
University Medical Center 
Community-based clinic 
Other outpatient clinic 
University-based clinic 
Public/private school 
Location of practice setting  Urban 
Suburban 
Rural 
Theoretical Orientation Behavioral 
Cognitive-Behavioral 
Family Systems 
Psychodynamic 
Humanistic 
Eclectic 
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Computer-Email-Web Fluency Scale (CEW) 
 
 Not at 
all 
Not so 
well 
Okay Well Very 
well  
      
1. I can print a document.       
2. I can open a Web address directly.      
3. I can use search engines such as 
Google or Bing. 
     
4. I can use “save as” when 
appropriate. 
     
5. I can use the “reply” and “forward” 
features for email. 
     
6. I can save text contents off Web pages 
to a drive or cloud. 
     
7. I can identify the host server from the 
Web address. 
     
8. I can read new mail messages.       
9. I can delete read email.      
10. I can send an email message.      
11. I can save images off Web pages to 
a drive or cloud..  
     
12. I can open an email program.       
13. I can edit bookmarks.      
14. I can open a previously saved file 
from any drive/directory. 
     
15. I can open a file attached to an 
email. 
     
16. I can restart a computer.       
17. I can begin a new document.      
18. I can use a browser such as Chrome 
or Explorer to navigate the World Wide 
Web. 
     
19. I can create a Website.       
20. I can switch a computer on.      
21. I can use “back” and “forward” to 
move between pages. 
     
22. I can use a web-cam.       
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Computer-Assisted Therapies Attitudes Scale (CATAS) 
 
 Strongly 
Disagree 
Disagree Neutral Agree Strongly 
Agree 
CATAS Comfort      
I feel apprehensive about using 
computers during therapy 
     
I am afraid that if I use computers in 
therapy I will become dependent 
upon them and lose some of my own 
skills 
     
The challenge of learning about 
computers in therapy seems 
overwhelming to me 
     
CATAS Efficacy      
If given the opportunity and training, I 
like to use computers in therapy 
     
Using computers in therapy interferes 
with rapport 
     
My clients will be more likely to drop 
out of treatment if I use a computer 
program as a part of therapy 
     
My clients would find it engaging to 
learn new skills using a computer 
     
I believe that using computer programs 
in therapy will lead to better outcomes 
for my clients 
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Evidence-Based Practice Attitudes Scale (EBPAS) 
 Subscale Not at 
all 
To a 
Slight 
Extent 
To a 
Moderate 
Extent 
To a 
Great 
Extent 
To a 
Very 
Great 
Extent 
1. I like to use new types of 
therapy/interventions to help my clients. 
3      
2. I am willing to try new types of 
therapy/interventions even if I have to follow 
a tr3eatment manual. 
3      
3. I know better than academic researchers 
how to care for my clients. 
4      
4. I am willing to use new and different types 
of therapy/interventions developed by 
researchers. 
3      
5. Research based treatments/interventions 
are not clinically useful. 
4      
6. Clinical experience is more important than 
using manualized therapy/interventions. 
4      
7. I would not use manualized 
therapy/interventions. 
4      
8. I would try a new therapy/intervention 
even if it were very different from what I am 
used to doing. 
3      
For questions 9–15: If you received training in a therapy or intervention that was new to you, how likely would 
you be to adopt it if: 
9. it was intuitively appealing? 2      
10.it “made sense” to you? 2      
11. it was required by your supervisor? 1      
12. it was required by your agency? 1      
13. it was required by your state? 1      
14. it was being used by colleagues who 
were happy with it? 
2      
15. you felt you had enough training to use it 
correctly? 
2      
       
Note: Subscale 1 - Requirements; 2 - Appeal; 3 - Openness; 4 - Divergence. 
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Acceptability of Intervention Measure (AIM) 
 
Completely 
disagree 
Disagree 
Neither 
agree nor 
disagree 
Agree 
Completely 
agree 
1. Video-conference delivery of evidence-
based interventions meets my approval. 
          
2. Video-conference delivery of evidence-
based interventions is appealing to me. 
          
3. I like Video-conference delivery of 
evidence-based interventions. 
          
4. I welcome Video-conference delivery 
of evidence-based interventions 
          
 
Intervention Appropriateness Measure (IAM) 
 
Completely 
disagree 
Disagree 
Neither 
agree nor 
disagree 
Agree 
Completely 
agree 
1. Video-conference delivery of evidence-
based interventions seems fitting. 
          
2. Video-conference delivery of evidence-
based interventions seems suitable. 
          
3. Video-conference delivery of evidence-
based interventions seems applicable. 
          
4. Video-conference delivery of evidence-
based interventions seems like a good 
match. 
          
 
Feasibility of Intervention Measure (FIM) 
 
Completely 
disagree 
Disagree 
Neither 
agree nor 
disagree 
Agree 
Completely 
agree 
1. Video-conference delivery of evidence-
based interventions seems implementable. 
          
2. Video-conference delivery of evidence-
based interventions seems possible. 
          
3. Video-conference delivery of evidence-
based interventions seems doable. 
          
4. Video-conference delivery of evidence-
based interventions seems easy to use. 
          
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Survey on Video-Conference Delivery Use 
1. a. What percentage of intervention sessions do you conduct via video-conference? By 
video-conference, I mean real-time interactions over the internet with live audio and 
video._______ 
b. Of the clients with whom you provide intervention via video-conference, what percentage 
are children or adolescents (under age 18 – this includes work with caregivers to 
address child or adolescent problems): _______ 
2. What video-conferencing programs/platforms do you use to deliver interventions? 
(Select): 
o Adobe Connect 
o Facetime 
o Google+/Hangouts/Duo 
o GoTo Meeting 
o Jabber 
o Skype 
o Skype for Business 
o Tandberg 
o VSee 
o Vidyo 
o WebEx 
o Zoom 
o Other: ____________ 
 
3. From the following list of evidence-based interventions (EBIs), which do you most 
frequently deliver via video-conference? (You can use Control + F on a Windows 
computer or Command + F on a Mac to search the list). Select the top three EBIs 
most frequently used: 
(EBI list) 
4. a. Across all intervention sessions (in-person and video-conference), what is the 
percentage of sessions where you deliver an EBI? This can be any of the EBIs from 
the list above, not just the top three. _______ 
 
b. Across video-conference sessions specifically, what is the percentage of sessions where 
you deliver an EBI? _______ 
5. When delivering EBIs via video-conference, what percentage of the time do you modify 
the EBI from how it is delivered in-person? _______ 
 
6. When you adapt an EBI for delivery via video-conference, how often do you use each of 
the following strategies to modify the EBI? You will also be asked to rate how this 
compares to the frequency with which you make such modifications for in-person 
delivery of EBIs. 
 
 
o Tailoring: Any minor change to the intervention that leaves all of the major 
intervention principles and techniques intact while making the intervention more 
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appropriate, applicable or acceptable (e.g., modifying language, creating slightly 
different versions of handouts or homework assignments, cultural adaptations). 
o Adding elements: Additional materials or activities are inserted that are consistent 
with the fundamentals of the intervention (e.g., adding online videos or activities to a 
unit). 
o Removing elements : Particular elements of the intervention are not included (e.g., 
leaving out a worksheet or role play activity). 
o Shortening/condensing: A shorter amount of time than prescribed is used to 
complete the intervention or intervention sessions (e.g., shorter spacing between 
sessions, or shortening sessions, offering fewer sessions, or going through particular 
modules or concepts more quickly without skipping material). 
o Lengthening/extending: A longer amount of time than prescribed by the manual/ 
protocol is spent to complete intervention or intervention sessions (e.g., greater 
spacing between sessions, longer sessions, more sessions, or spending more time on 
one or more modules/activities or concepts without adding material). 
o Substituting elements: A module or activity is replaced with something that is 
different in substance (e.g., replacing a module on condom use with one on online 
pornography use). 
o Re-ordering elements: Modules/activities or concepts are completed in a different 
order from what is recommended in the manual/protocol. This does not apply if the 
protocol allows flexibility in the order in which specific modules or interventions 
occur. 
o Integrating with another approach: Infusion of aspects of different therapeutic 
approaches or interventions (e.g., integrating an ‘empty chair’ exercise into a ‘CBT 
for Depression’ treatment protocol). 
o Repeating elements : One or more modules, sessions, or activities that are normally 
prescribed or conducted once during a protocol are used more than once. 
o Loosening structure : Elements intended to structure intervention sessions do not 
occur as prescribed in the manual/protocol (e.g., the ‘check-in’ at the beginning of a 
session is less formally structured; clinician does not follow an agenda that was 
established at the beginning of the session). 
 
 
0-Never                        0-Much less than in person 
1-Rarely                        1-A bit less than in person 
2-Sometimes               2-About as often as in person 
3-Usually                     3-A bit more than in person                   
4-Always                      4-Much more than in person 
 
6. How satisfied are you with VCD of EBIs? 
o 0- Not at all 
o 1-Very little 
o 2-Somewhat 
o 3-I am satisfied with it 
o 4- I am very satisfied with it 
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